making one think there was something not yet understood about these sclerosing solutions. If they did not destroy the lining, he did not know how they occluded the sac; quite large hydroceles were occluded.
Mr. Levi had referred to the treatment and nature of nevi. There were two types of these-the small capillary type, and the cavernous type. In the latter there were venous -channels in or beneath the nmvus, and one could get into them and draw blood; by injection into these a rapid cure was brought about. In the capillary type, however, in which one had to inject blindly into the base, that was all that was done; presumably this caused fibrosis. This type of nevus was too small to permit of blood being withdrawn.
The Anatomy of the Spinothalamic Tract in relation to Cordotomy. By J. P. Rogs, M.S. (Fronm the Surgical Professorial Unit, St. Bartholomew's Hospital.) FIFTY years ago Gowers had formed the impression that the path for pain and -temperature impulses in the spinal cord lay in the antero-lateral tract which bears his name. It is nearly thirty years since Spiller published his case of a patient who had lost the sensations only of pain and temperature in both legs, and in whose spinal cord a circumscribed tuberculous lesion was found on each side involving Gowers' tract. Yet clinicians and anatomists are still uncertain of the exact position of the pain tracts, the confusion which has hitherto existed being explained partly by the rather ill-defined limits of the various sets of fibres grouped under the title of Gowers' tract.
Gowers' tract is said to consist of spinocerebellar, spinothalamic and spinotectal fibres, and it is regarded as having a comma-shaped transverse section which is not more than IP-5 mm. wide in the mid-dorsal region. The operation planned by Spiller and performed by Martin in 1911 was designed to cut this tract, and the incision into the cord was to be 2 mm. deep. Since then the operation has been performed many times, and several papers, which are of great value for the full clinical notes they contain, have been published. A careful analysis of these clinical records shows without any doubt that incision of the cord to a depth of 2 mm. is inadequate.
In 1920 Frazier publishied a series of cases in which he had incised the cord to a depth of 2 * 5 mm., and although all of the patients were relieved, in some the level of analgesia was not as high as one would expect judging by the segment operated upon, and in one patient only the sacral distribution was completely analgesic. In the same year Spiller expressed the opinion that fibres of pain and temperature do not pass up in Gowers' tract but lie mesial to it; and that often surgeons did not cut deeply enough. He said he saw no harm in cutting into the anterior horn of grey matter in the dorsal region.
Peet concluded from his own cases that it is the depth of the incision, particularly in the anterior portion of the anterolateral tract, which determines how closely the level of analgesia approaches the level of sensory distribution of the segment operated upon. He described two cases in which an incision 3 mm. deep gave incomplete relief, but second operations, with incisions 3 5 mm. in depth, were successful.
Later still, Horrax came to similar conclusions, and in some of his cases incision as deep as 4 mm. was performed. Forster also believes that the depth of the incision is the important factor in determining the level of analgesia; and it must be noted in this connection that in all the cases of partial success it is the lowest segments which have been rendered analgesic.
It seems clear from these clinical observations that whether Gowers' tract contains pain and temperature fibres or not, these impulses must be conveyed upwards in fibres distributed widely through the lateral ground bundle, extending mesially probably as far as the grey matter of the cord. The exact anterior and posterior limits of the pain and temperature tract (spinothalamic) are indefinite, though it does not extend dorsal to the line of attachment of the denticulate ligament, nor ventrally into the anterior ground bundle. An incision made directly inwards, keeping ventral to the denticulate ligament, will not damage the crossed pyramidal tract; and if the point of the knife be carried to a depth of 3 -5 mm., and then swept ventrally so as to reach the surface at the line of emergence of the anterior roots, the lateral ground bundle can be completely cut through in the middorsal region. I can testify from experience that incision to a depth of 4 mm. can be made without ill effect.
The other deduction which may be made from clinical observation is that the pain and temperature fibres, after crossing the cord, come to lie in the mesial portion of the spinothalamic tract, those which bave previously entered from the lower levels being displaced laterally. Peet has expressed the opinion that the higher fibres tend to lie in the more ventral portion of the tract, but the evidence in favour of this view is not so clear. Seeing that the fibres from the lowest segments come to lie nearest the surface of the cord, it is plain that it is not possible to abolish pain in the region of the hip without sacrificing sensation in the lower part of the leg. However, the patients who require the operation will probably consider the extensive sensory loss a small handicap compared with the suffering which the operation has relieved. Fat Necrosis of the Breast. By DUNCAN EFITZWILLIAMS, C.M.G., F.R.C.S. SINCE Lee and Adair first described fat necrosis of the breast in 1920, a good deal of interest has been evoked in the condition, due chiefly to the fact that the nodule, if superficial, becomes adherent to the skin and therefore simulates a carcinoma.
I was much interested in Mr. Keynes' paper read in 1925, and also 
